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butus. He finds in the literature only one instance of it in a phthisical 
patient, and thinks it well, therefore, to report one occurring in his own prac¬ 
tice. The patient was a man with infiltration of both apices, who suffered 
from bloody expectoration with cough, at intervals of eighteen hours. There 
was slight enlargement of the spleen. Between the attacks of haemoptysis 
there was no cough. After treatment with full doses of quinine the enlarge¬ 
ment of the spleen disappeared, and the haemoptysis ceased. The occur¬ 
rence of the hemorrhage is to be explained by the presence of an eroded vessel, 
filled by a clot. Every eighteen hours the increased blood pressure, brought 
about by the influence of malaria, removed the clot and haemoptysis conse¬ 
quently occurred. 
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External Purulent Pachymeningitis after Inflammation of the 
Middle Ear. 

Dr. Eg. Hofmann (Deutsche Zcihchrift fur Chirurgie, 28 Band, 1888) 
reviews at great length the literature of the above subject, gives an elaborate 
table of cases, and arrives at the following conclusions: 

Purulent external pachymeningitis is the most frequent intracranial disease 
following middle car inflammation; but on accounl of the vagueness of the 
symptoms has only bceu recognized during life in a few cases. It constitutes 
the usual link between the aural disease and the fatal termination of other 
intracranial affections, such as meningitis, inflammation of the sinuses, and 
abscess of the brain. The occurrence of these maladies is favored by long 
continuance of the pachymeningitis and retention of the pus. If in middle 
ear disease the bones are affected, the complication of pachymeningitis must be 
suspected. If, after opening the mastoid process, the threatening symptoms 
continue, or evidences of a beginning meningitis or phlebitis of the sinuses 
make their appearance, the treatment must he operative, and consists chiefly 
in opening the mastoid cells and in freeing the inflamed dura. 

Electrolysis in Angioma and Goitre. 

Mr. John Duncan records (British Medical Journal, November 3, 1888) 
his experience in the treatment of nujvi, cavernous angioma, pulsatile an¬ 
gioma, and goitre, by means of electrolysis. Many of the cases which he 
details were of extreme gravity, and had been rebellious to other treatment. 
His results in the angiomatous cases were uniformly successful. He worked 
with a current of between forty and eighty milliamperes, but cousiders that 
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realty a matter of small importance. A galvanometer is of no value in opera¬ 
tions where the duration is determined by the palpable and visible effects pro¬ 
duced. It is very different in cases in which we cannot see and feel the 
gradually increasing ewelling, tension, and hardness. Here a means of 
measuring the current in operation is essential. 

Five to eight cells of large size and good electro-motor force are mo3t con¬ 
venient to work with. It is not necessary to use a large number of cells if 
botli poles be introduced as they ought to be. The body is as good a con¬ 
ductor as acidulated water if the resistance of the skin be avoided. 

He introduces both electrodes (insulated, so that tho operation may be 
truly subcutaneous), but works chiefly with the negative pole. It is to be 
remembered that the effect is produced invariably by shrivelling up and 
destroying the vascular walls; and that coagulation of the blood is a matter 
of very secondary importance; therefore, he keeps moving the negative pole 
about, aud penetrating as many vessels with it as possible, because its destruc¬ 
tive effect is more powerful and diffuse than that of the positive. He main¬ 
tains it in one place just long enough to bring about a decided effect aud 
then changes to another. 

Iu these operations the process is essentially distinct from that by which 
Apostoli and others have produced their effects upon uterine tumors. How¬ 
ever his results may be brought about, it is not by electrolysis proper, it Is 
not by the decomposition of fluids and solids at the poles of the battery. It 
may be neurotic or vascular, or trophic or osmotic, it is not electrolytic, and 
to call it so is no doubt a misnomer. 

Mr. Duncan says he has not yet had sufficient experience to be able to 
define with precision the value of electrolysis in goitre, but he gives the 
results so far as they have gone of fourteen cases. Three are still under treat¬ 
ment, having been recently operated upon, and already showing beneficial 
results. One is a fibro-cystic, another a strongly marked exophthalmic, the 
third a vascular goitre, with considerable dyspnoea. Eleven remain, two or 
three having slight vascular and exophthalmic symptoms, others with slight 
dysphagia or dyspnoea, all of the vascular variety. Four of them it was impos¬ 
sible to trace. These cases were in the infirmary for only a day or two, and 
the records of their addresses have been imperfectly kept. In two cases, 
however, they returned for a second operation, having been benefited by the 
first. Of the others, six Lave been absolutely cured, and the seventh has 
the tumor still in no way changed by one operation. Mr. Duncaa thinks 
that these results are very encouraging, and that with greater experience we 
will be able to operate with more confidence. The ehief difficulties have 
hitherto laid in the manipulation of the needles, and our want of knowledge 
of the effects which might be produced on surrounding structures in so im¬ 
portant a locality. 

Splenectomy. 

Da. Theodor Kocher records ( Corrc*pondenz-Blatt fur Schweizer Aerztc, 
November 14,1888) a case of extirpation of the spleen in a woman fifty-one 
years of age. She presented before the operation a large tumor occupying 
the whole left lateral abdominal region, with but little mobility, extending 
to the symphysis, and for four finger-breadths above the umbilicus. A linear 
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incision, 25 centimetres in length, was made to the left of the navel, two- 
thirds of it lying above, and two-thirds below that point. The purplish spleen 
and its thick, rounded anterior edge came immediately into view. It was of 
such dimensions that it was found necessary to make a second transverse cut 
through the rectus abdominis at the level of the navel. The organ was then 
turned and the broad mesenteric-like fold of peritoneum was ligated piece by 
piece. Many vessels could not be reached on account of the shortness of the 
fold, and at these places large hemostatic forceps were employed. Numerous 
tight adhesions were found; while they were being carefully tied otf, a large 
bloodvessel was ruptured, and the bleeding was so severe that the tumor had 
to be rapidly removed, the remaining adhesions being torn through, and hem¬ 
orrhage checked by long hemostatics and sterilized compresses. There was 
momentary failure of the pulse, but no other alarming symptoms. In sewing 
the wound the deep layer was first stitched, and then the superficial ones. 
The patient did very well, and was discharged from the hospital six weeks 
after the operation. 

This, according to Kocher, was the first operation for extirpation of the 
spleen performed in Switzerland, and one of the most successful, considering 
the size and the immobility of the tumor, which had been performed any¬ 
where. Forty-seven cases of splenectomy have been published. In eighteen 
the splenic tumor was leucaemic. These have all resulted fatally. In ten a 
wandering spleen was found, and of these eight recovered, the operation 
being greatly facilitated by the lengthening of the ligaments and the long 
pedicle of the tumor. The mortality has increased in direct proportion with 
the size and immobility of the tumor, and with the number and firmness of 
the adhesions. The difficulties of technique, of course, increase greatly at the 
same time. It is essential for success in splenectomy that the operative pro¬ 
cedure be so cautious and deliberate that adhesions are not torn, or cut at 
points where the contained vessels cannot be ligated, or, at least, compressed 
by the hand or forceps. The incision, advocated by Czerny and PCan, upon 
the border of the rectus is to be preferred. By approaching the tumor from 
the right side, and by way of its under surface, the important point of entrance 
of the vessels into the hilus is made visible and accessible. For this purpose 
the original incision may always be enlarged by a transverse cut on a level 
with the umbilicus, through the rectus, and, if necessary, through the other 
abdominal muscles. 

It now appears unquestionable that patients can not only survive the loss of 
the spleen, bul that they may do so without showing serious disturbances of 
any sort. The increase of the white blood cells and corresponding decrease 
of the red corpuscles, observed in Credo’s, Czerny’s, and Plan’s cases, were also 
found in the above case, making their appearance before the end of the third 
week, and persisting as long as the patient was under observation. The 
microscopic examination of the tumor gave negative results, showing chiefly 
a hyperplasia of the splenic tissue, and thickening of the trabecula. Lympho¬ 
sarcoma was, however, suspected, the numerous metastatic deposits seen and 
felt during the operation, and the persistent increase in the size of the liver, 
favoriDg this theory. 

Dr. J. R. Nilsen reports {The Medical Record, December 1, 1888) a case 
of splenectomy for floating hypertrophied spleen in a woman aged thirty-six 
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years. The tumor was about eight inches long, by four or five wide, freely mov¬ 
able. There was a history of malaria. As there were constantly increasing 
pain and sense of weight in the abdomen, loss of rest, increase of tenderness, 
and absence of leucmmia, and as the dangers of gangrene from twisting of the 
pedicle, the development of intra-abdominal congestion and inflammation, 
the formation of adhesions, were manifest, an operation was decided upon. 
An incision was made through the interspace between the recti, which 
diverged between the navel and the pubis considerably to the left. 

The tumor was free from adhesions. At the moment of ligation of the 
pedicle there was marked failure of the circulation. The ends of the artery 
in the stump were tied with catgut. Recovery was complete. 

. There was neither secondary hemorrhage, enlargement of the thyroid or 
of other glands, perverted appetite or sensations, disturbance of functions in 
glands aud organs supposed to act vicariously, nor, indeed, anything very 
noteworthy in the condition during convalescence. 


Tiie Diagnosis and Medical Treatment of Acute Intestinal 
Obstruction. 

Of the many conditions formerly treated exclusively by the physician, but 
recently brought within the province of the surgeon, intestinal obstruction in 
its various forms is one of the most important, and although Dr. R. H. Fitz, 
in his excellent paper [Bouton M(d. and Surg. Journ., Nov. 15, 22, 29, 1888), 
limits himself chiefly to the consideration of the medical treatment, his con¬ 
clusions are, on that account, no less interesting to the surgeon. After ana¬ 
lyzing the symptoms of strangulation, intussusception, twist, gall-stone, stric¬ 
tures, tumor, etc., he concludes that the symptoms, apart from stoppage of 
the bowels, upon the presence of which the physician must rely to establish 
a diagnosis of acute intestinal obstruction, are abdominal pain, nausea, or 
vomiting, abdominal tympany, and abdominnl tumor. The presence of fever, 
the occurrence of hiccough or jaundice, abnormal conditions of the urine, 
are all occasional and subordinate. The cardinal symptoms are pain, vomit¬ 
ing, tympany, and tumor. The vomit may become fecal, and the tumor 
may be simulated by visible intestinal coils. But the presence of these car¬ 
dinal symptoms is evidence of other disease than acute, internal, mechanical 
obstruction of the bowels. They may result from external causes of obstruc¬ 
tion, and the various hernial are to be excluded. They may be the symptoms 
of a peritonitis in the absence of mechanical intestinal obstruction. The 
various causes of peritonitis are, therefore, to be excluded. 

It is important to remember that, in the presence of urgent symptoms of 
acute obstruction, the source is found in the lower abdomen in more than 
four-fifths of the cases. The physician should remember that in the light 
of exact knowledge nearly all cases of acute, mechanical, intestinal obstruc¬ 
tion die, unless relieved by surgical interference; that curative, medical 
treatment has proven of sure avail in only a limited number of cases of 
intussusception, possibly in a few of twist in the large intestine, and in 
certain cases of gall-stones in the small intestine; that his first duty, after 
relieving pain, is to determine the capacity of the large intestine; that this is 
best accomplished during the first two days following the initial pain, before 
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tympany makes the task more difficult, and pathological changes cause it to 
be more dangerous; finally, that the means employed for this purpose repre¬ 
sent the most efficient curative agent in his control. 

Notwithstanding that thirty-one per cent, of the cases recovered without 
any operative treatment, it does not follow that such a recovery is to he 
anticipated, especially if it is to be associated with the evacuation of a 
slough. In such cases, in addition to possible death from peritonitis, annular 
stenosis may occur, or strangulation from lymph-bands may occur. The 
medical treatment of intussusception consists essentially in the use of mechan¬ 
ical measures for the reduction of the displaced portion of the bowel. The 
beneficial effect of such measures is all the more possible since it is evident 
that spontaneous reduction may occur. The mechanical treatment consists 
of rectal injection or inflation, preferably the former, and replacement by a 
repositor. Almost indispensable advantage is to be derived from the asso¬ 
ciated use of anaesthesia. Massage of the tumor and inversion of the body 
are important adjuncts. 

In the medicai treatment of obstruction from gall-stones, it is to be remem¬ 
bered that in the eases here collected a fatal result followed all surgical treat¬ 
ment after the first week, and that five cases recovered under medical treatment 
after this date. The condition of the patient alone must determine the nature 
and duration of the treatment. Opiates, cathartics, and electricity have all 
been used in cases ending with recovery. In the light of the published expe- 
“nence’of 'iEe past eight years, the medical treatment of acute obstruction is 
limited to the use of injections during the first three days, under sufficient 
degrees of pressure, within fixed limits, to determine the patency of the large 
intestine. If it proves impassable, the case is no longer medical, but surgical. 

If the large intestine is readily distended, and a diagnosis of gall-stones is 
admissible, and the condition of the patient is not urgent, opium is to be 
given; laxatives and electricity may be tried, but they arc of doubtful expe¬ 
diency. If medical treatment is of no avail, and surgical treatment is refused, 
the efforts of the physician are restricted to the relief of pain and distress by 
nnreotics, intestinal punctures, and gastric siphonage. 

In conclusion, acute intestinal obstruction is diagnosticated by exclusion. 
Its scat is fixed by injection. Its variety is determined by its seat, the age, 
antecedents, nod symptoms of the patient. Its treatment is surgical, on or 
after the third day, if the symptoms are urgent and forced injections fail to 
relieve. 


Lumbar Colotomy, with Sphincter Formation. 

Dr. George E. Brewer reports [The Medical Record, December 1, 1888) 
the case of a child fifty-two hours old, with the following symptoms: The 
mother stated at that time that, although the child had nursed almost con¬ 
stantly since its birth, there had been no discharge from the bowels; that 
during the past twelve hours there had been noticed a marked restlessness, a 
gradual distention of the abdomen, and a slowly increasing lividity of the 
skin. In reply to questions, she further stated that there had been no vomit¬ 
ing, and that the urine had been passed normally. An examination of the 
perineal region showed not the slightest trace of an anus, the skin extending 
from the scrotum to the coccyx in an unbroken outline. There was, however, 
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a slight thickening of the rapbG midway between these two points. Pressure 
over the abdomen gave no visible or palpable impulse in the perineal region. 
An aspirating needle was introduced in several directions, with negative 
results. 

Operation was determined upon and was performed as follows: An excision 
was made in the raphe of the perineum from the baso of the scrotum to the 
coccyx, and the various structures of the pelvic outlet divided layer by layer, 
care being taken not to wound the urethra or bladder, the exact position of 
the former being indicated by a previously introduced gum-elastic bougie. 

Daring the progress of this dissection frequent attempts were made to detect 
an impulse, caused by the crying of the child, or pressure made over the abdo¬ 
men, which would indicate the presence of a blind rectal pouch. The result 
of these examinations was, however, always negative. After the perineal 
incision had been carried to a depth of nearly two inches, 60 that the thin 
layer of tissue separating the pelvic cavity from that of the abdomen moved 
freely with each respiration, an examination was made to determine, if possi¬ 
ble, any sign which would indicate the presence of the blind extremity of the 
gut. The entirely negative result of this examination led to an abandonment 
of further search in this locality, the closing of the wound antiseptically, and 
an attempt to find the colon in the lumbar region. 

The child was placed on the right aide, and the left lumbar region exposed 
and made prominent by means of a folded sheet plac ed un derneath. An 
oblique incision was made, three inches in length, parallel with the last rib and 
midway between it and the iliac crest. This included the skin, superficial 
fascia, and a thin layer of adipose tissue. The underlying structures were 
then carefully divided on a director until the transversalis fascia was reached. 
Through this could easily he distinguished the distended colon pressing against 
the outer border of the left kidney. The fascia was next divided, and the 
kidney pushed aside; the colon then presented in the wound, and that portion 
which is free from peritoneum, lying between the two lateral longitudinal 
bands of muscular fibres, wa3 easily transfixed with a needle, and drawn to 
the external surface of the wound. Here the gut was united to the skin by 
two rows of sutures, three on each side. A longitudinal incision was then 
made into the bowel, midway between the two rows of sutures, and a largo 
amount of meconium evacuated. The external wound was then closed to the 
border of the intestinal opening, and a dressing of absorbent iodoform gauze 
applied. 

The operation was entirely successful. An interesting feature of the case 
was the prolapse of the opposite wall of the intestine through the incision. A 
tendency toward this was noted at the time of operation, but was thought to 
be due to the great intra-abdominal distention. On the following day a nodule 
appeared at the orifice of the wound, which gradually increased until a T- 
flhaped portion of inverted intestine lay on the external abdominal surface. 
At either end of the cross-piece was an opening; the upper, connecting with 
the transverse colon, extended only about half an inch from the wound, while 
the lower, leading to the blind extremity of the bowel, extended from this 
point nearly two inches. Each of these openings was closed by the sphincter¬ 
like action of the double layer of circular muscular fibres present in the pro¬ 
lapsed portion. At first, attempts were made to reduce this prolapse, until it 
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was found that the muscular contraction at the upper orifice served to prevent 
a constant discharge of fecal matter; and that, while ordinarily closed.it was 
easily overcome by contraction of the abdominal muscles. The prolapsed 
portion was, therefore, allowed to remain in place for eight weeks, to insure a 
firm union between the peritoneal surfaces; when the lower portion, connect¬ 
ing with the blind extremity, was ligated ofij leaving only the upper opening 
connecting with the transverse colon. The child was living and well six 
months later. 

Treatment of Penetrating Shot Wounds of the Abdomen. 

Dr. W. B. COLEY (Boston Med. and Surg. Journ., October 18, I8S8) pub¬ 
lishes a series of interesting tables in reference to wounds of this description. 
He has divided 74 cases into three classes: 1, those operated on within the 
first twelve hours; 2, those operated on after twelve hours; 3, those in which 
the time of operation was undiscoverable. Class 1 contains 39 cases; per¬ 
centage of recoveries,43.G per cent. Class 2contains 22 cases; percentage of 
recoveries, 22.7 per cent. Class 3 contains 13 cases; percentage of recoveries, 
57 per cent. He thinks this record argues strongly for early operation. He 
believes that the majority of surgeons are in accord as to this question, but 
notes the opposing views of M. Reclus, who says that while the existence of 
a penetrating wound of the abdomen by a revolver ball is, to English and 
American surgeons, an indication for immediate laparotomy, and while for 
them perforation of the intestine is the necessary corollary of all penetrating 
wounds, and death the fatal result of all such wounds if left to themselves, 
yet that his own experiments show that perforation is not necessarily present 
in a penetrating wound of the abdomen, since in one out of thirty-seven of 
bis cases a bullet traversed that part of the abdomen occupied by the intes¬ 
tines without injuring them. He absolutely denies that every perforating 
wound of the intestine causes death, and says that this idea arose from two ■ 
thingB—first, confusing revolver with rifle bullets; second, results of experi¬ 
ments on dogs. He claims that the conditions are more unfavorable in dogs, 
on account of the much greater shortness of the intestine, and greater ten¬ 
dency to fecal extravasation. In order to render the conditions more equal, 
he gave a purgative previous to experimenting, and in this‘way saved a 
number. 

In regard to the mortality of perforating wounds, he says that cure is quite 
frequent, and to support this statement he mentions the cases collected by 
Saint Laurent and Mr. Nogues, nearly fifty in number, in which recovery 
followed without laparotomy. He further adds, that no cases were admitted 
that did not have the pathognomonic signs of perforation; for example, Iwema- 
temesis, bloody dejections, fecal matter coming from wound, or expulsion of 
projectile by anus. The plan of treatment advocated by M. RC*clus is as fol¬ 
lows: 1, energetic compression of the abdomen to check hemorrhage and 
fecal extravasation; 2, administration of large doses of opium; 3, only when 
the above-mentioned precautions fail is laparotomy justified. 

More light must be thrown upon some very important omissions in these 
statements of M. R6clus before he can have good ground for expecting the 
English and American surgeons to accept his views. Suppose we accept his 
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fifty cases of recovery without operative interference, though from the signs 
of perforation which he mentions as pathognomonic, we are by no means 
forced to accept them. Vomiting of blood and bloody stools may, according 
to Connor and other authorities, be the result of contusion. The remaining 
symptoms—escape of feces from the wound, and passage of the bullet per 
anura-are very rare, as among the seventy-four cases of Coley they were not 
present in a single instance. The diagnoses of M. RGclus cannot, therefore, 
be accepted as reliable, and his argument is further weakened by the fact 
that he does net state what proportion of the total number of cases investi¬ 
gated by him, his fifty recoveries constitute. 

The tables of Dr. Coley show much industry in the work of collating, and 
are arranged in convenient form. 

Hysterectomy after Herniotomy. 

In the records of abdominal surgery at the Massachusetts General Hospital, 
reported by Dr. H. Gage (Boston Med. and Surf /. Journal, Nov. 15,1888), the 
following interesting case which occurred in the service of Dr. J. C. Warren, 
is described: A single woman, thirty years old, had first noticed a tumor 
seven years ago in the lower left side of the abdomen. It had grown with 
especial rapidity during the past year, and with its growth there had devel¬ 
oped an umbilical hernia as large as two fists. This had been irreducible for 
three months, bnt gave rise to no discomfort until three days ago, when she 
began to have frequent attacks of abdominal pain, with nausea and vomiting. 
There had been no movement of the bowels and no passage of flatus for forty- 
eight hours. The hernial protrusion was tense, tender, and moderately pain¬ 
ful. The skin was generally reddened and acutely inflamed at the summit, 
where there was a dry black slough as large as a fifty-cent piece. It was 
tympanitic, with a doubtful impulse, gurgling on pressure. The abdomen 
was enlarged to the size of pregnancy at term, and was tympanitic, except on 
the left side, where there was a large dull area in the hypogastric, inguinal, 
and lumbar regions. These were occupied by a slightly movable tumor of 
distinct outline. 

The symptoms of strangulation continuing, the hernial sac was opened, nnd 
found to consist of four pouches separated by thick, fibrous walla, each com¬ 
municating with the other through a small opening. Two of these pouches 
contained three to four ounces each of dark serum, while the two on the left of 
the median line contained a loop of intestine, three inches long, dark colored, 
and lustreless, with no omentum. At the middle of this loop was a constric¬ 
tion so tight that the calibre of the bowel was diminished one-half. The 
muscular and mucous coats were cut and had retracted, leaving a white, 
glistening ring around the bowel one-quarter of an inch wide. The contents 
of the bowel could, however, be readily passed through without leaking. 
After enlarging the opening the intestine was replaced and the wound closed 
tightly by a double row of braced sutures. 

The patient had several large loose dejections on the third day, and im¬ 
proved steadily until the ninth day, when she had a chill with severe ab¬ 
dominal pain, nausea, and vomiting. During the next two weeks she had 
six chills at irregular intervals, all associated with the same evidences of 
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abdominal distress. The pain and tenderness vrere referred chiefly to the 
region of the tumor. This tumor had grown very slowly without causing 
any local or constitutional disturbance. It was hard when first examined, 
easily movable, and intimately connected with the uterus. Vaginal exami¬ 
nation threw no light on its origin. After the operation on the hernia it 
seemed to grow softer, and over the lower part of tlic anterior surface dis¬ 
tinctly fluctuating. 

That the abdominal symptoms could be in anywise referable to the pre¬ 
vious strangulation of the bowel seemed unlikely, in view of the absence of 
constipation and the free passage of flatus. The possibilities of a pyelitis 
from pressure, of a suppurating cyst of the ovary, and of a sloughing fibroid 
of the uterus, were all directly suggested, with the chances rather in favor of 
the latter condition. At all events, it was evident that she was failing rapidly 
as the result of some inflammatory change within or about the tumor, and 
Dr. Warren, after consultation, decided upon its immediate removal. 

With the greatest difficulty the mass was delivered through a median inci¬ 
sion, reaching from above the umbilicus almost to the symphysis. It was 
found to occupy the entire left side of the abdomen, and to extend above the 
lower margin of the ribs. It was mainly solid, very friable, and presented 
on section the appearance of a fibro-myoma. In several places, notably on 
the anterior surface, it had undergone cystic degeneration, and the resulting 
cavities were filled with a thick purulent fluid in which were floating bits of 
sloughing tissue. On the left side were to be seen the left broad ligament 
with ovary and tube. No trace of these structures could be found on the 
right. The body of the uterus was completely lost in the tumor. A Koe- 
berle’s 6crnseur was adjusted as low down as possible, and the mass cut off 
even with the abdominal walls. A glass drainage tube was placed in the 
posterior cul-de-sac, the stumps dressed with iodoform gauze, and the wound 
closed about it. The patient improved slightly during the firat forty-eight 
hours, but died on the fifth day. 

Calculoos Diseabe of both Kidneys. 

Mb. F. A. Southam reports (The Medical Chronicle, November, 1888) the 
case of a patient, aged 23, who presented a smooth rounded swelling over the 
right renal region, very perceptible both anteriorly and posteriorly. He had 
a history of renal colic, and had passed calculi per urcthram. The swelling 
was painful and tender; the urine contained pus. Nothing abnormal could 
be observed in the left lumbar region. Nephrotomy was performed, and a 
large renal abscess evacuated and drained, but no stone was found. The 
patient died in two weeks with uneinic coma. At the autopsy the right 
kidney was found to be a mere multilocular sac; a small calculus was. im¬ 
bedded just within the orifice of the ureter. The left kidney was enlarged ; 
its pelvis was dilated, and contained five calculi weighing altogether five and 
a half ounces. 

Mr. Southam thinks that the case illustrates the following points: 1. Both 
kidneys may be the seat of calculi. 2. When both kidneys are thus affected, 
the symptoms of stone may all be referred to one kidney. Although a 
number of large calculi were found at the autopsy in the left kidney, the 
patient never complained of any pain or tenderness on pressure in the left 
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renal region, and there were no symptoms present during life indicating that 
the kidney on this side was the 6eat of calculous disease. 3. A calculus may 
easily escape detection on exploration of the kidney, when the latter is con¬ 
verted into a large irregular abscess-cavity. This is very liable to happen if 
the calculus !b situated just within the orifice of the ureter, and especially if 
it is coated over with a layer of lymph and soft phosphatic deposit. In the 
present instance, even after the kidney had been laid open at the autopsy, it 
was on this account difficult to distinguish the calculus, either on touching it 
with the finger or striking it with a sound, from the rough indurated walls of 
the dilated pelvis. 4. When a calculus is situated at the orifice of the ureter, 
very serious cfTect3 may be produced, viz., retention of urine and pus, causing 
dilatation of the pelvis and calices, with absorption of the renal structure 
(pyo- and hydro-nephrosis); the result is that the kidney becomes converted 
into an irregular sac, giving rise to the presence of tumor, which may be per¬ 
ceptible both in the loin and also through the anterior abdominal wall. 5. 
When the obstruction to the escape of urine and pus, caused by the calculus, 
is not complete, the tumor may vary in size, being prominent at one time and 
scarcely distinguishable at another, i. e., it may be intermitting. G. When 
both kidneys are seriously disorganized, so that their functions are impaired, 
an operation upon one, even though relieving the condition which called for 
it, may be speedily followed by a fatal result from the supervention of urtemia. 

The Surgical Importance of Strictures of Large Calibre. 

Dr. J. William White [Annate des Maladies des Organcs Genito-Urinaires, 
November, 1888), after reviewing the diagnostic methods in use in coses of 
suspected stricture, and considering the rationale of the various symptoms 
associated with such conditions, details some cases of genito-urinary disturb¬ 
ances, gleet, impotence, vesical irritability, etc., in which a very slight in¬ 
crease in the size of the instrument used for dilatation brought about seem¬ 
ingly disproportionate beneficial results. He thinks that, although such cases 
are rare, in obstinate vesical troubles of the above character, especially when 
other means have failed, the surgeon should always try full and complete 
dilatation, an increase of only'one millimetre in the circumference of the dilat¬ 
ing instrument being sometimes productive of unexpected benefit. 

Fracture of the Head of the Humerus due to Muscular Action. 

M. Auguste Pollosson reports (Revue de Chirurgie, November 10,1888) 
the result of his examination of two specimens taken from the body of ‘an 
epileptic who died during a convulsion, and who had suffered no traumatism 
of any description. The upper articulating extremity of the humerus on 
each side presented lesions which, seen externally, were absolutely alike and 
symmetrically situated. These lesions consisted in a forcing in of the carti¬ 
laginous part of the humeral heads. The depression was found over the an¬ 
terior part of the head near the border of the cartilage, immediately above 
the lesser trochanter; it had the appearance of a groove from two and a half 
to three centimetres long, and from five to six millimetres deep. The carti¬ 
lage was bent toward the hollow of this groove and presented near the deepest 
part a fissured line of fracture. A perpendicular section at the seat cf the 
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depression showed similar appearances. The lamina* of compact tissue be¬ 
neath the cartilage presented the same curve and the same fracture. The 
lamella of the spongy tissue were broken and the spaces were infiltrated with 
black blood, evidently proceeding from an interosseous hemorrhage, and not 
from a congestive or inflammatory state. The lesions were similar on both 
sides. On the left humerus, beneath the inferior or lower edge of the groove, 
there was fouod a movable bony fragment of about a centimetre in diameter, 
surrounded with a bloody effusion. The bones were not diseased nor preter- 
nuturally brittle. The absence of traumatism, the symmetry of the lesions, and 
the evidences of hemorrhagic infiltration of all the shoulder muscles eviden¬ 
cing a spasm of great violence, were sufficient to explain the occurrence of 
this very rare accident. 

Fractures op the Epicondyles. 

MM. Charcot and FrauCHET detail {Archives de incdccinc el de Phnmuictc 
Afi/ihtire*, November, 1888) two cases of injury' to the elbow diagnosticated as 
fractures of the epicondyles, and think they are justified in reaching the 
following conclusions: 

1. Fracture of the epicondyles, although denied by Malgaigne, nevertheless 
exists. It is as yet only considered a pathological rarity, but this is because 
the attention of clinicians has not been sufficiently drawn toward this com¬ 
plication of fracture of the elbow. 

2 . The diagnosis of this epiphyseal fracture is most difficult during the first 
days following the accident, on account of the swelling of the part, the large 
extravasation of blood which surrounds the elbow, and the acuteness of the 
pains caused by palpation. It might be mistaken for a violent separation of 
the coronoid apophyses, or a hematoma of the bend of the elbow, or a fracture 
of the external tuberosity of the humerus. 

3. The prognosis is serious; the fracture of the epicondyles helps to render 
the luxation of the elbow irreducible, and the torn or separated epiphysis 
may, in consequence of the contraction of the adhesions, singularly interfere 
with the movements of rotation of the head of the radius. 

Double Luxation of the Clavicle. 

Dr. C. Kaufmans* reports the following case (Deutsche ZciUchrift fur 
ChWurgle, 28 Band, 18SS). In an accident to a post-chaise the postilion fell 
from the box upon his left shoulder. He was seen soon after and presented 
the following symptoms: The head was carried slightly to the left, and the 
shoulder on that side appeared to have fallen inward, downward, and forward. 
The infra- and supra-clavicular fossie were much more marked than normal. 
The arm lay against the body and was supported by the right hand of the 
patient. Elevation and abduction were possible within a range of thirty 
degrees. Over the manubrium one could see and feel the characteristic prom¬ 
inence of the articulating end of the left clavicle. The finger recognized easily 
the form of the articulating extremity and the abrupt prominence caused by 
it. The two heads of the sterno-cleido-mastoid were closely approximated. 
The appearances at the acromial end were equally characteristic. The articu¬ 
lating extremity was very prominent, projected upward, outward, and back- 
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ward, and could be outlined easily with the finger. The preternatural mobility 
was very striking. By drawing upon the left shoulder in a direction back¬ 
ward, upward, and outward, the acromial end slipped readily into place and 
the sternal end could be made to assume its proper position with very slight 
pressure. Upon relaxing the extension, however, the deformity immediately 
reappeared. The examination gave the patient but little discomfort, although 
he complained of racking and tearing pains at both ends of the clavicle, even 
when undisturbed. He was dressed with an apparatus similar to that em¬ 
ployed by Prof. Sayre for fracture of the clavicle. He wore this for four 
weeks and then resumed his work. Six months afterward the supra-acromial 
deformity had entirely vanished, hut the prominence at the top of the sternum 
was still noticeable, as was also the approximation of the two heads of the 
sterno-cleido-mastoid. The use of the arm was perfect. Kaufmann reviews 
the recorded cases of this injury, which are seven in number exclusive of his 
own. In all of them great force was required to produce the accident, which, 
in several was associated with other injuries. 

Arthbectomy. 

Sendleb records (DeuInche Zeitschriftfur Chiruryie, vol. xxvii., 1888) several 
cases of operation upon the knee-joint in which that articulation was preserved 
and motion restored by the careful dissection of all the diseased synovial, liga¬ 
mentous, and cartilaginous tissues. When the bone was found diseased it was 
gouged or scraped. His patients were of various ages, and all recovered from 
the operation. 

Like most other surgeons who practise arthrectomy, he prefers the straight 
lateral incision to the anterior curved one in those cases in which he expects 
to obtain motion. In a large class of cases of joint disease the operation is 
destined to supplant excision, and has already saved many joints which a few 
years ago would have been thought so hopelessly diseased that the only possi¬ 
ble or justifiable operative procedure would be complete excision or ampu¬ 
tation. 
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Development of the Auricle in Han and in Mammals. 

Gradenigo, of Padua (Internat. Congress of Otology, Brussels’ Sept. 10-14, 
1888), states that the auricle of man, and of superior mammals, Is the result 
of the reunion, more or less complete, between two systems very different 
respecting their embryology and morphology. The first, formed by the colli' 
culi bronchioles exlemi of Moldenhauer, are devoted to the formation of the 



